Left ventricular aneurysm formation is a common complication of myocardial infarction. Depending on the definition used, the incidence in survivors of acute myocardial infarction is between 4% and 40%, with mural thrombi present in about half of all aneurysms.' Infection of these thrombi at times of bacteraemia might be expected to occur quite commonly but has been described only occasionally. We present such a case and review previously reported cases.
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Case report
A 55 year old man was admitted to hospital 24 Appropriate parenteral antibiotic treatment was started and the patient's temperature and mental state rapidly returned to normal. He remained hypotensive with poor urine output and was transferred to the regional cardiothoracic centre. A two dimensional echocardiogram was performed, which confirmed the presence of a large anteroapical ventricular aneurysm and had appearances suggesting thrombus within. Shortly afterwards he had a recurrence of severe left sided chest pain and examination revealed a loud pleuropericardial rub. Emergency surgery was advised without any further investigation.
At operation the pericardium was found to be densely adherent to an anteroapical left ventricular aneurysm 12 cm in diameter. On mobilisation it was apparent that both a true and a false aneurysm, each with thrombus within, were present and in communication with each other (figure). When the false aneurysm was entered 150 ml of pus (culture of which grew Staphylococcus aureus) was aspirated from an abscess cavity within the thrombus. Both the true and the false aneurysms were excised and the ventricle was closed between Teflon buttresses. The patient came off cardiopulmonary bypass easily with no inotropic support. The pericardium was washed out with 1 g of cloxacillin and the chest closed in routine fashion. The patient continued to have parenteral antibiotics for 10 days. After he had stopped 
